LOCOMOTOR ATAXIA: SUDDEN ONSET AND 
UNUSUAL SYMPTOMS; POSTERIOR SCLER¬ 
OSIS OF SIMILAR SYMPTOMATOLOGY IN 
PATIENT’S WIFE. 1 

By F. SAVARY PEARCE, M.D., 

Philadelphia. 

D R. S. WEIR MITCHELL kindly permits me to 
present the following unique case: 

Mr. J. W., aet. fifty-one years, gives a history 
of a generally robust ancestry. Especially has no 
nervous diseases existed among any of his relations, 
excepting that of his wife, who suffers from advanced 
symptoms of locomotor ataxia, she being of no consan¬ 
guinity, however. Patient denies having ever had ven¬ 
ereal disease. He has had no recent acute illness, and 
has been in business as a miller continuously for many 
years. For the past twenty years he has had much care 
in nursing his invalid wife, but considered himself in 
perfect health until thirty days ago. At that time 
(October 26, 1894), about 3:30 p. m., after working at his 
accounts, he walked to the office door in perfect health, 
could see perfectly, but there was suddenly a slight 
sense of vertigo developed. Five minutes later he 
as suddenly developed double vision without other 
untoward subjective symptoms. There was no shock 
to the nerve centres, no headache, but slight dizziness, 
while his locomotion remained normal. He walked 
out into the mill, saw each workman double, etc., so 
much so that it became very confusing, and he closed 
one eye for relief. He drove then to his home two miles 
away. Says whenever he opened both eyes while driving 
along the road he saw two horses instead of the 
one ahead, this being the only confusion ; and he felt no 
abnormality so long as one eye remained closed. He put 
his horse in the barn without difficulty, and he did not 
think the double images had grown at all farther apart. 
In fact, the diplopia has remained the same from the 

1 Reported at the meeting of the Philadelphia Neurological Society, 
November 26, 1894. 
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onset up to the present time. The next dfcv he drove 
some four miles on business, and incidentally saw his 
physician, who suggested that he should consult an 
oculist if the condition did not improve. 

October 28th, the second day after the sudden onset, 
the patient felt a sense of numbness about the rectum 
when using toilet paper. There was no true anaesthe¬ 
sia. He also noticed this same paraesthesia on the scro¬ 
tum, and extending to the glans penis, but nowhere 
else. Bowels and bladder were controlled normally. 

October 29, Dr. Ramsay, of Chambersburg, Pa., 
examined the eyes and reported some trouble with the 
left optic nerve and muscular weakness. 

On October 31 the patient became “ weak in the 
knees,” and for the first time experienced some awkard- 
ness in walking. No new symptoms developed until 
five days later, when at eight in the evening of No¬ 
vember 5, when about to retire for the night, a black 
spot appeared before his right eye which he could not 
wipe away. Presently all grew dark before both eyes. 
He lay down five minutes later. This was followed by 
a sensation of heat and quivering over a small spot in 
nape of neck. The patient’s pulse became very rapid, 
so that he could not count it. Soon he began to “quiver 
and jerk from head to foot/’ and describes it as a “most 
miserable feeling.” Thought his breath was “stopping, 
and there was a sense of pressure about the heart. This 
state of affairs continued for about five minutes. Sud¬ 
denly his pulse came down to 95 per minute. 

Twenty minutes later a similar attack occurred. One 
hour from this a third attack recurred, but of much less 
severity than the foregoing ones. Patient felt no pain 
afterward, but was uneasy and slept none that night. 
Next morning could walk, but was very weak and felt 
like “toppling over.” Walking on bricks felt like tread¬ 
ing on carpet, and stepping on the carpet felt like walk¬ 
ing on soft pillows. (This has persisted to the pres¬ 
ent time.) Felt numb in left foot the same day (Novem¬ 
ber 6). 

The next day (November 7, 1894) the toes of right 
foot and fingers of left hand likewise became numb, but 
not so markedly as the left foot and leg to the knee. On 
November 8 his right hand became numb. Patient did 
not remark voluntarily that he experienced greater diffi¬ 
culty in walking in dark than in light, but on questioning 
thinks he can get along quite as well at night as in the day- 
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time. He becomes “ numb” when he sits long, and 
striking his thighs produces a tingling sensation all 
through his body. Exercise relieves the numbness and 
tingling. November 20, for the first time, at 8 a.m., 
did he experience any true pain like a “ crisis,” at which 
time he felt a rather sharp twinge darting in left hypo¬ 
chondriac region and in the calf of the left leg. Has had 
a recurrence of this several times since at night, and of 
rather greater severity. 

Status Prasetis. —Good physique, muscles firm. No 
local deformities, atrophies, or tender spots on any part 
of the body. Lungs, liver, spleen and other organs nor¬ 
mal, except that the second aortic sound of heart is clangy 
and pulse tension is somewhat increased. Controls 
bowels and urine; the latter is normal, excepting for 
excess of urates in the evening discharge. The patient 
has not lost weight. 

Nervous System .—Station is fair with eyes open,, 
but he sways visibly when eyes are closed. Knee- 
jerks absent and not reinforcible. No ankle clonus 
or tendo Achillis reflex. Muscle-jerks below the knees 
are lessened, abdominal and cremasteric reflexes present. 
Jaw-jerk present. Elbow-jerks are increased; shoulder, 
chest, and arm muscle-jerks are a little quicker in re¬ 
sponse than normal perhaps. Sensation to touch, pain, 
and thermal sense everywhere normal. Hands are not 
noticeably ataxic. The gait is unsteady and he feels the 
necessity of carrying a cane. The eyes were examined 
by Dr. Thompson, who reports as follows: Pupils react 
normally to light and accommodation. .Fundus and 
discs normal, H = 1.50 D. Form and color fields nor¬ 
mal. Paralysis of both external recti muscles. 

Conclusions .—The case is interesting as an aberrant 
form of locomotor ataxia, rapid in its onset, with absence 
of Argyll-Robertson pupil, with an unusual ocular dis¬ 
turbance as the initial symptom, with the absence of 
marked ataxia, and the insular (as it were) singling out 
of areas of paraesthesia due to exudate outside of, or to 
an acute subtle inflammation about the posterior roots of 
the cord. 

The other point of interest is that the man’s wife has 
posterior sclerosis, coming on first by diplopia twenty 
years ago; that three months later the double vision left 
her suddenly, that the right leg remained cold, and that 
six months after the incipiency of the disease the wife 
suffered from a crisis of pain, which recurred again two 



LOCOMOTOR ATAXIA . 


II 


months later; that one year after the initial symptom, 
too, in the wife’s case, she had the first sensation of 
weakness in the legs, which progressed rapidly, and that 
she has been unable to walk alone for sixteen years ; and 
finally, that her eyes have remained quite normal ever 
since she lost the double vision, the right eye remaining 
more acute of vision than the left. 

Our patient is good enough to come here to-night for 
your examination. 

Mr. J. W. is getting massage daily, bichloride of 
mercury grain -fo three times daily, has received four 
treatments of hypodermic injections of Brown-Sequard 
(m x) fluid, and says he feels somewhat rejuvenated, 
and has better co-ordination already. A month later 
the good result of this therapeutic treatment can be more 
definitely decided. I have seen good results from its 
use in one other case of posterior sclerosis. 

Dr. Mitchell is of the opinion that early vertigo is 
often a percursor of a giving out of the ocular balance, 
as in this case. He has now seen four instances where 
husband and wife suffered from posterior sclerosis. 

In these two cases here reported, syphilis is ruled out 
of consideration as an etiological factor. In the family 
record the syphilitic taint was excluded in a second case, 
the husband developing the disease five years after the 
wife’s symptoms began. In the other two families, where 
both husband and wife developed posterior sclerosis, 
there was a specific history on the husband’s side in one 
case, and on the wife’s side in the other, with frequent 
cohabitations in both. 

Thanks are hereby extended to Drs. Noble and 
Critzman, who referred to the case and aided in making 
up the history of the onset of the initial symptoms. 


A Case of Pseudo-Bulbar Paralysis.—Professor Filatoff pre¬ 
sents a child of eleven years whose parents had noticed a gradual in¬ 
crease in the abdomen and difficulty in pronouncing words. On close 
examination the spleen was found enlarged, other internal organs 
normal. The voice had a nasal twang, and from time to time there oc¬ 
curred oscillatory movements of the eyeballs The inferior branch of 
the facial is paralyzed, the masseters functionate well, but the pterygoids 
are affected ^ The tongue is motionless, but not atrophied. The soft 
palate is discolored and anaesthetic. The electrical irritability of the 
muscles supplied by the facial nerve and the muscles about the throat 
are normal. Speech is very difficult, deglutition not difficult and the 
muscles of the extremities are rigid but not atrophied. Administration 
of potassium iodide, one gramme daily, has produced no results. 

W .C. K. 



